MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . £63'—026369

DEPARTMENT OF PUBLIC HEALTH AND WELFA 18 10 AT
LE NUMBER
DO NOT WRITE AMENDED L Reﬂ""""’“ D'IL'l"ﬂ No, . ). _._Primary Registration District No, 03 Registrar's No. _+________________

o 1
ON THIS STUB II-...C.L.J S UL J.. {.a 1.‘JUJ
). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residenca bafore

a. COUNTY a. STATE Mé b. COUNTY admission)

VS 300
Rev. 4/59

b. CITY (If outside coerporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY . Inaide Limits

183m J"T [JU/J' Tgf'm _5‘7"‘ Lay;_f Yes O No O

<. FULL NAME OF (1f NOT in hoypital, give location} Inside Limits d. STREET {f oulllde, give Ioohon) Reside on Farm

rr%ﬁ’ﬂLﬂ’%ONﬂtix : ﬂ !f Et !‘ 105/9 Yo [ No[J ADDRESS 'lé WL.‘C”MI/// Yes [J No [J

3. MAME OF DECEASED First Middle _Last 4. DATE Month Day Year

Iy 777", Y SCHWARZ | %™ Fyry /) /963

5. SEX &. COLOR OR RACE 7. Morried [ Never Married [] |8. DATE OF BIRTH | 9. AGE {last birthday) |IF UNDER 1 YEAR [ IF UNDER 24 HR

’ Widuwedﬁ Diverced [] Months Days Hours Min.
£ | WHITE £B_/L /583 Jo |

10a. USUAL CCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11. (City and atate or country} | 12. CITIZEN OF WHAT COUNTRY

wblih,mnifrerird) //ﬂag'é-_ﬁ HUMGARY U.—I—A

13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND OR WIFE

FA‘I'HER' NAME
J /g/z/ Serwpey |LEVA /G‘A#A/ ATHERINE _SCHWARZ

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1L —SACLAL_CCSLnLTY LS INFORMANT Address

{Y-:W;ﬂ(nown) I [If yes, pive war or dates of servi ”” :c P WA&Z 3 3 2 6 aZ h/ -J-C'dﬁ/_f//

18. CAUSE OF DEATH (Enter only one cause per lina for {a), (bls and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: : ONSET AND DEATH

IMMEDIATE CAUSE (a) __ I/Lé 7 Fov Mﬁ %] ﬂf- i t’fé«_.

=
Conditions, if any,]  DUE TO (b). f &LACMW Mmua 3 h‘ﬁ

which gave rle to

above c':uu a), 2 4 3
1tating the wynaer-

lying cause lasr. DUE TO () - g\

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not related to the |erm|nal PART 11l If decested was fomale was
thers a pregnancy in last 90 days.

dizenase conditicp-given in PART | (a)
fzz’ 4:! ZW IDYe:I DNoIDUnknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of irem 18.)
PERFORMED? a a O :
YES O NO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pum.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (8.g., in or about home, | 20f. CITY, TOWN, OR LOCATION. COUNTY
WHILE AT WORK [ farm, facrory, street, office bidg., ate.)
NOT WHILE AT WORK ]

{|DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

‘-7'—7 L 3 and last saw hlm"'“ on 7 Y é 3

=m on rha date stated abave, and to the best of my knowledge, from the couses stated.

21. | attended the deceased fro

‘Death eccurred at.

22c. DATE SIGNED

222, SIGNATURE M“m we}ﬂ 22}?‘302:2“ LC &QM4 ‘ | 7243

Z3a. BURIAL] CREMA‘I’ION,L 23b. DATE /f [ Z3c. NAME OF CEMETERY OR CREMATORY 23d_ LOCATION (Ciry, town, or county] {State)
REMOVAL (Specify) ” . o—
r/Al ToryY 5 357 Pr + Pyl erm S7. Lours MO.
7’ ERAL DIRECTOR ADDRESS \ :iun':re:lisco. BY LOCAL REG. | 26. ’- BISTRAGE SIGHRTUR /7 p
. 4’ X J?d/MW 1963 L Ay
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USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF
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FEMR -0 2L by TEpY

/|

Yy wd fa!
VS 590,

o

P iy
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' STATEMENT. BY LICENSED EMBALMER

/

| hereby certify that the body whose name is recorded on the reverse side of this certificate wes embalmed by me

—_— mmbalmer'No.__._ .

working under my personal supervision. ‘ZQ W_f
Signed

or by

O

Signature of Student Embalmar
- Licensed Embalmer No 477'2'/
. PO AddresiS FU {//L’&W

Student.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

' with the above constitutes grounds for revocation of license).
If embalmed by a'STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
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